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Background: Raised patient expectations and the 2-week rule for the investigation of suspected malig-
nancy have led to heightened demands on surgical outpatient clinics. In this context, the utility of benign
post-operative or investigative follow-ups requires justiﬁcation.
Methods: The surgical outpatient clinic workload of four substantive general surgeons at a typical DGH
was analysed over a 4-week period. All notes were examined to identify referral source, management
plan and whether that clinic attendance was justiﬁed.
Results: Twenty three clinics (410 patients) were examined over the period of this study. Three hundred
and twenty one patient episodes were examined; 52 episodes did not occur due to patient non-atten-
dance and 37 episodes were not accounted for (‘missing/incomplete data’). Thirty three percent of the
patients underwent consultant review whilst 57% were reviewed by middle grade surgeons and 9% by
SHO/ST2 doctors. Forty eight percent of the consultations were new referrals: 37% of these patients were
added to the elective surgical waiting list. One hundred and sixty eight follow-up consultations occurred,
which included cancer patients (6%), review patients (12%), patients attending for investigative results
(13%) and benign post-operative follow-ups (22%). Forty six of the 69 (66%) post-operative follow-ups
were deemed unnecessary as patients were being seen after benign procedures (hernia repair, anorectal
surgery or laparoscopic cholecystectomy).
Conclusion: Over 50% attendances (21/41) for ‘normal’ results could have been avoided by the use of
a directed informative letter. Outpatient clinics are an important resourcewhose usagemust be optimised.
 2008 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.1. Introduction
Outpatient resource allocation and management has become an
important aspect of the provision of healthcare. As the ﬁrst point of
contact for many patients, its proper utilisation is essential so that
patients are given the optimal treatment experience and that public
perception of the NHS remains positive. In the past few years,
government-led initiatives have led to an increased demand on
resources, in particular as a result of the implementation of the 2-
week rule for suspected cancer patients and the imminent full-scale
introduction of the 18-week patient pathway designed to ensure
that all patients receive high quality elective care without any
unnecessary delay.1 It anticipates a referral-to-treatment (RTT) time
frame of 18 weeks and applies this to patient pathways that involve
consultant-led care.
New patient referrals invariably consume more precious
consultation time: this has been well documented in numerousDenmark Hill, London, UK.
ciates Ltd. Published by Elsevier Ltsettings.2 In order that the above targets be adequately met, it is
essential that we assess follow-up appointments in the outpatient
setting, and establish a framework that might allow their reduction
without impact on patient care. Follow-up in malignancy is well
documented and has a justiﬁable role, be it in the context of
a regular clinic or a nurse-led clinic environment; however, the
utility of a benign post-operative or post-investigative follow-up
consultation requires assessment.
2. Methods
All patients who attended the general surgical outpatient clinics
of four substantive consultant general surgeons at a typical district
general hospital over a 4-week period were included in the study.
Twoother consultantswith apredominant interest in breast surgery
were excluded. These clinics were conducted under the supervision
of the consultant surgeon, assisted by a middle grade surgeon
(specialist registrar or non-training grade equivalent) and occa-
sionallyanSHO/ST2doctorwas also presentwho sawpatients under
consultant supervision. At the end of each clinic, the patient notes
were carefully examined to identify the source of the appointment,
management plan and whether that clinic attendance was and. All rights reserved.
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spreadsheet and analysed using the SPSS statistical package
(version 10).3. Results
Twenty three general surgical clinics involving 410 patients
were included over the month-long period of this study. Three
hundred and twenty one consultations (78%) were included in the
ﬁnal analysis; 52 patient episodes (13%) did not occur due to patient
non-attendance at the clinic and 37 patient episodes (9%) were not
accounted for (‘missing/incomplete data’).
A median patient age of 57 years was noted (range 2–91 years)
with an almost equal sex distribution. No signiﬁcant difference was
noted in the outpatient workload split between the four consul-
tants in the study. One hundred and ﬁfty three consultations (48%)
were related to new referrals that had originated from a general
practitioner or other hospital-based consultant sources – 37% of
these patients were added directly to the elective surgery waiting
list. Middle grade surgeons dealt with 58% of the consultations
while consultants saw 33% of the patients; SHO/ST2 doctors saw
less than 9% of patients. The workload split is shown in Fig. 1 – it is
evident that middle grade surgeons conducted the majority of
consultations. No signiﬁcant difference was noted with respect to
the grade of the surgeon conducting the consultation and booking
subsequent follow-up appointment.
One hundred and sixty eight follow-up consultations (52%) took
place during the period of this study: these comprised 18 treated
cancer patients under surveillance (11%), 40 patients under ongoing
outpatient review (23%), 41 patients attending for results of radio-
logical, benign endoscopic or haematological investigations (25%)
and 69 patients attending follow-up after recent surgery for benign
disease (41%). These latter two groups, which constituted 65% of all
follow-ups, were carefully assessed to determinewhether the clinic
attendance episodewas appropriate or if it could have been avoided.
Of the follow-up consultations for results, 21/41 (51%) were after
investigative procedures that had been reported as ‘normal’. These
results could easily have been communicated to the patient directly
using an informative letter, thereby avoiding an outpatient
consultation. There were two cases (5%) of conﬁrmed malignancy
on histological investigation, which were appropriately brought
back to the clinic and further management instigated. Six other
consultations (15%) were appropriately being followed up for
further investigation of possible malignant disease. Whilst more
complex procedures were followed up appropriately (eg lapa-
rotomy, Nissen’s fundoplication), it was notable that 46/69 (67%)
follow-up outpatient consultations were deemed entirely unnec-
essary: patients had undergone routine elective procedures such asFig. 1. Referral source ahernia repair, laparoscopic cholecystectomy, circumcision, simple
anorectal surgery or even excision of ingrowing toe-nail (Fig. 2).
A further 12% of all attending patients were offered routine
follow-up to a subsequent clinic that was not justiﬁed on the basis
of clinical documentation in the notes. Of these, 28/38 (74%)
consultations were cases of benign surgical disease where the
reviewing surgeons felt that the patient could satisfactorily have
been discharged to the care of their general practitioner.
4. Discussion
Healthcare provision is constantly being examined in an
attempt to ensure that resources are being effectively used and best
clinical practice promoted.3 The aim of this study was to evaluate
whether follow-up outpatient consultations were appropriate and
suggest possible service alterations in a bid to improve efﬁciency
and enhance patient experience. Patients also have their own views
on how outpatient clinics might be run for their beneﬁt,4 in
particular wantingmore timewith the doctor,5,6 ﬁxed appointment
times and to see the same doctor on successive visits.7 It is fair to
say that given the ﬂuid nature of the system and the numbers of
staff involved, this is not easily achievable. Electronic choose and
book systems are now being implemented and shown to be asso-
ciated with an improvement in efﬁciency.8
It is recognised that a reduction in the numbers of follow-up
patients might improve the service offered to newly referred
patients.9 Waghorn et al. looked at time allocation in surgical
outpatient clinics and found that the median consultation time for
new and follow-up patients was 4.3 min and 3 min respectively.2
Alaily et al. evaluated the outcome of telephone-based follow-up in
selected gynaecological patients and showed very high satisfaction
rates as well as the beneﬁt of consultant time being freed up to see
more newly referred patients.10 Whilst no signiﬁcant differences
were noted in our study, it has been suggested that there is marked
value in consultants conducting follow-up consultations as they
were more likely to discharge follow-ups and shorten the interval
between follow-up appointments.11,12 In the plastic surgery setting,
institution of a ‘consultant-only’ clinic led to a 50% reduction in
follow-up patients.13 In 1995, Faulkner et al. conducted a study to
assess the scope for reducing unnecessary general surgical outpa-
tient attendances. They found that 38% of the follow-ups were
perceived as being manageable in the primary care setting and that
17% of all follow-ups were felt to have been of marginal or little
value.14
This study has highlighted that follow-up after surgery for
benign disease and for results of ‘normal’ investigations make up
the bulk of follow-up consultations and that over 60% of these were
found to have been unnecessary. Protocols do exist as an aid to limit
follow-up after benign surgery, yet implementation appears to bend workload split.
Fig. 2. Follow-up consultation analysis (n ¼ 168).
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might be one way of improving these ﬁgures: staff need to be made
aware of the policy and given clear guidelines as to which patients
might require follow-up after a more problematic procedure. Often
patients themselves are keen for follow-up with their consultant –
this can be addressed by better communication with the patient
and their next-of-kin, and most importantly, with the general
practitioner. The NHS plan suggested that all patients should be
given the opportunity to receive a copy of the letters sent to their
general practitioner after an outpatient consultation.15 This could
be extended to include formal copies of all discharge letters.
Speciﬁc patient-directed post-consultation letters, which were
structured in more simple terms, were used in one study and
considered to be very useful by patients.16 Clearly this would have
a signiﬁcant bearing on clinic time and a compromise might be
awell-structured simple letter to the general practitioner, copied to
the patient with an appended glossary of terms. A further rando-
mised controlled trial found that the problem of factual inaccura-
cies in letters could be reduced if the letters were dictated in front
of the patient at the end of the consultation.17
Identifying ‘normal’ results requires a system in place that
would enable them to be picked up at a much earlier stage so that
the patient could be informed in advance and a clinic visit avoided.
This letter, copied to the general practitioner, could contain
a summary of all ﬁndings to date, with an explanation of the
diagnoses and advice regarding further sources of information.
Enhanced information technology provision should enable the
ﬂagging up of all such results at an earlier stage.
Our non-attendance rate of 13% compares well with the rates
reported in the literature.18 It is difﬁcult to limit non-attendance but
factors that have contributed to it include patient illness and
forgetfulness,19 hospital administrative problems20 and transport
costs.21 Giving new patients an information pack 2 weeks prior to
their appointment, followed by a supplementary telephone call
a week before the appointment, helped reduce non-attendance
rates from 15% to 4.6%.18
Whilst not directly looked at within the remit of this study,
actual new patient referrals need careful screening: often minor
conditions, usually ‘lumps and bumps’, are referred for excision –
these may be addressed directly within the conﬁnes of a one-stop
clinic where such minor operations could be dealt with directly
under local anaesthetic cover. Such a clinic would further reduce
the demands placed on the main outpatient clinic and has been
shown to be effective.22
5. Conclusion
We conclude that there is potential for the general surgical
outpatient clinic performance to be improved by tackling theissue of unnecessary follow-ups booked after benign surgery, and
the use of patient-directed informative letters to reduce the need
for follow-ups for results of investigative procedures. Outpatient
clinics are an important resource whose usage must be optimised.
At the time of this study, baseline NHS ﬁrst attendance tariffs
were set at £151, with follow-up visits billed at £78. These cost
implications underline the necessity of minimising unnecessary
clinic attendances. Clear guidelines need to be in place so that
demand is better managed, but equally good communication
channels with the primary care provider are essential so that
recourse to the hospital is available as and when required. The
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